defined mass rising out of the pelvis. Investigations showed: Hb 12 6 g/100 ml, platelets 346x 109/1, white cell count 14-5x 109/, albumin 25 g/l; ultra-sound of abdomen: multiple loops of matted bowel; barium follow through examination: at least five strictures in the small intestine and probable ileocolic fistula which was confirmed on enema examination.
MANAGEMENT
The patient was 35% below his ideal body weight and unable to eat a normal diet because of anorexia and abdominal pain. He was started on total parenteral nutrition (TPN) and he agreed to a detailed study of his nutritional progress. The TPN was given at night from 6 pm to 9 pm to give him maximum freedom during the day. The initial intravenous solution contained 300 g of Dextrose an increase in total body water and lean body mass. It is estimated that 766 g nitrogen were infused of which approximately 280 g were retained.
The mean 'on feed' resting energy expenditure increased progressively from 4 35 kJ/min to 7 20 kJ/min and the corresponding resting 'on feed' respiratory quotient increased from 0-95 to 1-18 over the seven weeks. Towards the end of the study the respiratory quotient was repeatedly found to be greater than 1-0, even eight to nine hours after stopping the feed.
Discussion
This study shows the value of nocturnal intravenous feeding with high caloric fluids of a cachetic patient with diffuse gastrointestinal pathology. Accurate assessment of energy balance by comparing energy intake with measurement of resting energy expenditure is not possible because the energy cost of activity is not included in the balance equation. Nevertheless if one assumes an increment of between 10 and 40% for the daily activities of a hospitalised subject taking intermittent exercise, then the cumulative energy balance is between the limits of 300 to 500 MJ. The energy balance calculated from anthropometry (360 MJ) is consistent with the above estimate.
During the course of intravenous feeding the resting energy expenditure rose progressively from 4-35 to 7-2 kJ/min. This largely reflects the demands of increased lean body mass together with a small increment for dietary induced thermogenesis. During the highest level of energy intake the dietary induced thermogenesis was estimated to be about 10% of the energy intake. In this patient there was no evidence of 'luxusconsumption', the mechanism which has been proposed to limit the increase in body fat when lean people are overfed.4
During the course of the study repeated measurements of respiratory quotient provide another observation of interest. As expected the respiratory quotient was high during the infusions of high calorie feeds, but remained persistently above 1-0 up to nine hours postfeed. This suggests continued lipogenesis from carbohydrate, with glycogen as the unusual substrate, during the post-feeding period.
These data provide information regarding nutritional repletion in a patient who showed no evidence of active inflammatory disease after the first week of intravenous feeding.
We wish to thank Dr J 0 Hunter for allowing us to study his patient. 
